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Case report
A fit 70 year old medical practitioner presented to casualty with persistent severe chest pain at rest. Over the preceding three months he had experienced short episodes of chest pain that was not consistently related to physical exertion and occasionally had occurred at rest, lasting 5-10 minutes. The chest pain became less severe but no less frequent after he started to take diltiazem and long-acting nitrate regularly. He had smoked 20 cigarettes per day until two months before; there was no family history of myocardial infarction or angina.
Physical examination was unremarkable, with no stigmata of hyperlipidaemia and no signs of cardiac failure. The electrocardiogram recorded in the casualty department during chest pain showed atrial tachycardia with non-specific ST-T changes ( fig 1A) ; a normal electrocardiogram was recorded later when the patient was pain free ( fig IB) . The chest x ray was normal.
Coronary arteriography showed only a suggestion of abnormality of the distal left main stem coronary artery in one view (right anterior oblique 300), other views were normal in appearance. The left anterior descending, circumflex, and dominant right coronary arteries were normal. Left ventriculography in the right anterior oblique projection showed normal contraction.
Because of the suspicious appearance of the left main stem, further investigation was performed to assess the possible need for coronary artery surgery. Cardiac catheterisation was performed via the femoral approach and the left coronary ostium was intubated with a 
